














































































































4. Review Options: 

a. 1992 alternative, mandatory testing with potential practice review or mandatory 
practice exclusion (suspension). 

Pros: 
Cons: 

b. The current program as is. 

Pros: 
Cons: 

c. Modify the progran:i. 

List recommendations for change: 

Pros: 
Cons: 

d. Eliminate program. 

Pros 
Cons: 

5. What is your opinion regarding the role of this program in preventing the transmission of 
IDV/HBV from health care workers-to patients? 

6. What is your opinion regarding the role of this program in maintaining public confidence 
in health care workers? 

9. 



Participants in the Focus Groups: 

Deloris Ouren, CIC 
Riverside Medical Center ·. 
2450 Riverside Avenue 
Minneapolis, l\1N 5 5454 

Janice C. Pankratz, RN, BA 
Fairview Southdale Hospital 
6401 France Avenue 
Edina, l\1N 55437 

Elizabeth A. Roberts 
Fairview Ridges 
201 East Nicollet Boulevard 
Burnsville, MN 55337 

Gena Schottniuller, RN, BA, CIC 
Healtheast St. Joseph's Hospital 
69 West Exchange Street 
St. Paul, MN 55102 

Steven M. Dittes, M.D. 
InterMed Consultants 
6363 France Avenue South 
Suite 400 
Edina, l\1N 55435 

Mary Ann Kish, M.D. 
Health Partners 
Riverside Clinic 
2220 Riverside Avenue 
Minneapolis,l\1N 55434 

Douglas B. McGill, M.D. 
Mayo Clinic 
200 First Street S.W. 
Rochester, l\1N 55905 

Margaret L. Simpson, M.D. 
Hennepin County Medical Center 
Division of Infectious Disease 
701 Park Avenue 
Minneapolis, l\1N 55415-1829 

Scott R Strickland, M.D. 
Park Nicollet Medical Center 
3 800 Park Nicollet Boulevard 
St. Louis Park, l\1N 5 5416 

Daniel A. Zydowicz, M.D. 
Intermed Consultants 
6363 France Avenue South 
Suite 400 
Edina, MN 55435 



Appendix4 

Comments From the Review Group Members About the Program 
. Taken from Minutes of Review Group Meetings 

Fall/Winter 1997 



Individual Comments: 

1) I am surprised the legislature didn't ask for an analysis of the costs of the program (cost 
to the board, MDH, practitioner). This is a cost of doing business and while it's fee 
based, the costs eventually go back to the public through increased health care costs. If 
the program continues, it should be through the general fund. 

2) The program should reflect who does exposure-prone procedures and should include 
surgical technicians. 

3) The public should be educated about the program so there is less confusion. 

4) We need to include information about the infection control rules and how they protect the 
public. That should be included in any report of how the public is protected. 

5) The program provides some oversight of HIVIHBV infected health care workers so they do 
not engage in procedures that place people at risk. HIV and HBV are treated the same, 
yet HB V has a more significant risk. If a provider monitors themself, protecting the 
public's health is not addressed. 

6) What is the risk threshold? Can we use information from research on when the person is 
likely to be stuck (bony fragments exposed) and concentrate on that? 

7) MDH didn 't develop rules and based the program on the statute which can be interpreted 
in many ways. 

8) If Minnesota had adopted CDC guidelines as other states have done, could we respond 
effectively? 

9) The law provides legal protections and clarifies authority. Also, the statute provides for 
enforcement, which currently isn 't there or isn 't clear. 

10) If we continue to have a monitpring program how do we respond to the issues of 
controversy that the investigation process jeopardizes the health care worker's privacy 
and their jobs and is overly burdensome? Can we streamline that process to respond to 
that controversy? For instance, can the investigation and monitoring plan be different if; 
the person doesn 't engage in any exposure-prone procedures? (In response to this 
comment, :MDH staff discussed that if the :MDII/Board assumes the risk, they nee4$g 
freedom _in verifying information. In this program, the :MDH has had more thanQp.; 
experience of being given incorrect information by the health care worker and th 
of Nursing commented they have received incorrect information in other investf: 
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11) The Board of Nursing completes the .cases the MDH doesn't want (the health care worker 
is being investigated for another reason, the person is not being responsive, or is not 
being cooperative). Because it's being handled by the regulatory agency who has power 
over the health care worker's practice, they have not had significant problems. 

· 12) The monitoring plan is very legalistic and is hard to be user friendly with all the legal 
components. (In response to this comment, IvIDH staff explained that the monitoring plan 
contains approximately three pages of boiler-plate language that is given to all 
participants. Each monitoring plan contains a section that applies only to that health care 
worker.) 

13) We need to focus on risk and the health care workers who perform risky procedures. They 
need more intensive investigation and monitoring plan but one size doesn 't fit all. It's 
hard to distinguish a mini-monitoring plan for non-invasive from the plan being used for 
the health care workers who do risky procedures. 

14) One health care worker said they were reviewed by the licensing board and the review 
panel used by the board wasn 't hzowledgeable about HIV and the health care worker was 
concerned about a monitoring plan developed by a review panel who wasn 't up to date on 
the issues. 

15) The scope of the medical review should be limited (really focus on HIV-related 
transmission). 

· 16) People face suspension of their license if they grieve this and they really have no recourse 
if they disagree with the monitoring plan either in process or at the final stage. 

1 7) What is the public health benefit of monitoring people who do not do invasive procedures? 

- Create public confidence in the health system (is this a public health benefit?) 
- Monitor cognitive status. (This isn 't done for other conditions that have equal or greater 

cognitive implications such as MS or diabetes.) 

18) One of the outcomes of the program is that health care workers with HIVIHB V have been 
able to continue to work in Minnesota. 

Although the blood supply is not completely safe, most people say they've done everything 
they could do to make it safe. This program is similar to 'doing everything we reasonably 
can.' 

How do we sort out nonexposure-prone procedures with a small risk from exposure-prone 
procedures? How do we respond to or prevent public fear of transmission? 
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19) MDH should more easily distinguish exposure-prone; focus on infections/risk/cognitive 
risk. 

20) One Review Group member expressed these points: 

• The primary reason to not have such a program remains the absence of evidence 
regarding transmission risk. Of the nearly 600, 000 cases of AIDS reported in the 
U.S., six (one site) are linked to a health care worker. Only one additional case (in 
France) has been demonstrated to have occurred through a breach of latex or other 
protective means. (Note: see III. Risk ofHN/HBV Transmission from Infected Health 
Care Workers to Patients. The actual event causing transmission is unknown.) We 
have in place an expensive program which at its heart works to artificially assure the 
public that there is no, or little, risk of HIV transmission in the health care setting. In 
fact, such is the case without such a program. 

• The impracticality of monitoring a health care worker's career for 25-30 years-a 
possibility given the new treatments for HIV and the length of time a worker may 
remain gainfully employed post-HIV seroconversion. 

• Such a program continues to stigmatize those health care workers living with HIV. 
There are no guarantees of confidentiality protections and once confidentiality has 
been broken, such a brea,ch may well result in difficulty for this worker to ever again 
find gainful or satisfactory employment-especially with any career ladder piece 
attached. The Appellate Court is currently split on their ruling whether or not HIV 
(absent a diagnosis of AIDS) is covered by the Americans With Disabilities 
Act-therefore an HIV positive worker who felt discriminated against has no legal 
recourse to discriminatory acts. 

• While the risk of transmission from a worker to a patient is infinitesimally low, it is 
indeed a bit higher the reverse way-from a patient to a worker. For the health care 
profession to know that seroconversion may not only dramatically affect their life, but 
may well ruin their career, could for some workers serve as a disincentive to treat 
those living with HIV out of fear of seroconversion. 

• Having such a program continues to misinform the public, or at the least lead them 
away from understanding the true risk of HIV infection. Such a program reinforces 
the belief that HIV is a virus which is easy to ".catch " and indeed can occur in a 
setting as safe as your doctor's office. 

• Finally, such a program creates for the public an impression that the public health 
officials can create a peifect world where HIV risk never occurs. They can 't. I worry 
that if indeed a transmission did occur, it would come from an unregulated worker or 
someone who didn 't even know their HIV status and the public outcry would be 
enormous about the failure of this program. 
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